
OMR Number. 2900-0260
Eslimdled Burden: 2 mrnutes

REQUEST FOR AND AUTHORIZATION TO RELEASE MEDICAL
RECORDS OR HEALTH INFORMATION

Privacy Act and Papemork Reduction Act Infomation; The execution of this fom does not authorize the release of infomation other thm that specifically described below. The

CFRParts160md164,5U.S.C.5524and38U.S.C.5701 ndT332thatyouspecify. Yourdisclosueoftheinfomationrequestedonthisfomisvolmtry. However,iftheinfomation
including Social Security Nmbor (SSN) (the SSN will be used to locate records for release) is not fumished completely id accurately, Depthnent of Veterms Afairs will be uable to

Medical Record - VA" md in accordmce with the VHA Notice of Privacy Practices. You do not have to provide the infomation to VA, but if you don't, VA will be mable to procoss your
request md serue your medical needs. Failue to fumish the infomation will not have any affect on my other benefts to which you may be entitled. If you provide VA your Social Secuity
Number, VA will use it to administer you VA benefts. VA may also use this infomation to identilr veterms md persons claiming or receiving VA benefts md tleir records, md for other

section 3507 of the Papemork Reduction Act of 1995. We may not conduct or sponsor, ad you ile not required to respond to, a collection of infomation unless it displays a valid OMB

necessary facts md fill out the fom

ENTER BELOW THE PATIENT'S NAME AND SOCIAL SECURITY NUMBER IF THE PATIENT DATA CARD IMPRINT IS NOT USED.

TO: DEPARTMENT OF VETERANS AFFAIRS (Print or type name and address of health
care facility)

PATIENT NAIVIE (Last, First, Middle lnitial)

I

Santa Rosa Out Patient Clinic, 3481
Brickway Blvd, Santa Rosa, CA 95403

SOCIAL SECURITY NUIUBER

,

Center , 444 1-0th

NAIVIE AND ADDRESS OF ORGANIZATION, INDIVIDUAL OR TITLE OF INDIVIDUAL TO !VI.IOI\,I INFORMATION IS TO BE RELEASED

Vietnam Veterans of California (WC) /North Bay Veterans Resource
Street, Santa Rosa, CA 95404

VETERAN'S REQUEST: I request and authorize Department of Veterans Affairs to release the information specified below to the organization, or
individual named on this request. I understand that the information to be released includes information regarding the following condition(s):

n onucneusE [-l ALcoHoLISMoRALcoHoLABUSE l-l resrtr.roFoRoRrNFEcroNWTHHUrvrANr\rvruNoDEFrcrENcyvrRUS(Hr\4 n srcxlecelleNeun

INFORMATION REQUESTED (Check applicable box(es) and state the extent or nature of the information to be disclosed, giving the dates or
approximate dates covered by each)

I coevornosprrAlSUMMARY I coevorourpATrENTTREATMENTNorE(s) E orHER(speciry)

t_-. --
IVA may share pert
]admission. VA may
llDrooram -1--

inent medical records
also provide ongoing

with NBVRC, for the
medical information

purposes of screening for
while I am enrolled in the

PURPOSE(S) OR NEED FOR WHICH THE INFORMATION IS TO BE USED BY INDIVIDUAL TO WTIOI\,I INFORIVATION IS TO BE RELEASED

rdination of care, services and health care operations.

NOTE: ADDITIONAL ITEMS OF INFORMATION DESIRED MAY BE LISTED ON THE BACK OF THIS FORM

AUTHORJZATION: I certifo that this reouest has been made lreelv. voluntarilv and without coercion and that the information siven above is
accurate and complete to the 6est of my knbwledge. I understand tliat I will rec6ive a copy of this form after I sign it. I may rev6ke this authorizatior
in writing, at any t'ime except to the exti:nt that act'ion has already been taken to comply wiih it. Written revocatio;n is eflective upon receipt by the
ReleaseoflnformationUnii.at.thela.cilityhousjngtherecords. Redisclosureofmymedical recordsbythose.receivingtheaboveauthorizbd 

-.
Kelease oI lnlorTnatlon unlt at the lacrlrtv housrns the records. Keclrsclosure ol mv medrcal recorcls bv those recervrns the above authoflzed
information may be accomplished without my luiher written authorization and may no longer be prot-ected. Without"my express revocation, lhe
authorizationwillautomaticallyexpire:(l)u"ponsatisfactiono[theneedlordisc[ojure;tz)-onI-ffi1dateiuppliedbypatient):(3)
under the lollowing condition(s):

This authorization will expire upon discharge from the GPD program or after 24 Months

I understand that the VA health care practitionerrs opinions and statements are not official VA decisions regarding whether I will receive
other VA benelits or, ifI receive VA benefits, their amount. They may, however, be considered with other evidence when these decisions are
made at'a VA Regional Office that specializes in benefit decisions. !.

DATE

I

SIGNATURE OF PATIENT OR PERSON AUTHORIZED TO SIGN FOR PATIENT (Attach authority to sign, e.9., POA)

FOR VA USE ONLY

IMPRINT PATIENT DATA CARD (or enter Name, Address, Social Security Number) TYPE AND EXTENT OF MATERIAL RELEASED

DATE RELEASED RELEASED BY

Ml.t?# 10-5345 USE EXISTING STOCK OF VA FORM 10-5345, DATED NOV 2004.


